Rural nurses typically fill several roles as needed from acute and extended care settings and to the emergency room. The nurse's role with aggressive curative efforts involves an intense clinical focus; while end-of-life care entails an intense psychosocial focus. Emergency room (ER) nurses commonly experience these two intense foci of care in succession.
Method
Approval was obtained by the Institutional Review Board (IRB) of Binghamton University and a convenience sample of hospitals. Hospitals without an IRB completed a Letter of Approval. Informed consent was obtained from participants prior to interviews. Participants chose an alias to ensure confidentiality.
Emergency Room nurse managers distributed invitation letters to nurses who met inclusion criteria (registered nurse, at least 18 years of age, English speaking, and a minimum of one year of ER experience with direct patient care). Nurses willing to participate contacted the researcher and scheduled an interview.
Participants were recruited from four Upstate New York hospitals throughout four different counties. Both urban and rural hospitals were included to involve a more diverse sample considering the variation of services and experiences among hospitals. Two urban hospitals and two rural hospitals from Upstate New York participated in the study for the recruitment of ER nurses. The urban hospitals consisted of a mean inpatient capacity of 366 (range 242 -489) and mean ER capacity of 24 (range 12 -35). The rural hospitals consisted of a mean inpatient capacity of 22 (range 20 -23) and mean ER capacity of 3 (range 2 -5).
Participants
The participants (N=10) were equal in gender (five male and five female). Rural ER nurses (n=6) were equal in gender (three male and three female) and were predominately Caucasian, ages 40 -49, Associate Degree prepared, lived in a rural area, and had little experience working Online Journal of Rural Nursing and Health Care, 16(2) http://dx.doi.org/10.14574/ojrnhc.v16i2.396 64 in an urban setting. Urban ER nurses were equal in gender and were predominately Caucasian, age 30 -39, lived in an urban area, and had little experience working in a rural setting. Education among urban nurses was equally represented with Associate and Baccalaureate preparation.
Religious affiliation among both urban and rural nurses was predominately Christian.
Rural nurses averaged 15.4 years of nursing experience (range 5 to 30 years) with an average of 12.6 years ER nursing experience. They averaged 1.3 years of nursing experience in an urban setting (range 0 to 3 years). Urban nurses averaged 11.25 years of nursing experience (range 6 to 18 years) with an average of 9.7 years ER experience. The urban nurses averaged 1.5 years of nursing experience in a rural setting (range 0 to 6 years) ( 
Data Collection
Data were digitally recorded and collected by the primary investigator using semistructured interviews. The primary study involved grounded theory methodology as outlined by Corbin and Strauss (2008 Trustworthiness was determined using three criteria, credibility, dependability, and confirmability (Polit & Beck, 2012) . Credibility was supported by the degree of involvement with participants. In addition, brief summaries were shared with participants to confirm accuracy of their data. Dependability was maintained through a clear audit trail including memos, notes, and journaling documents. Confirmability was established by sharing data with experts seasoned in qualitative research and grounded theory. Summaries and themes were shared and confirmed by participants. In addition, a participant and ER nurse nonparticipants related the results to their personal experiences.
Primary Study
The primary analysis revealed twenty-nine concepts producing five categories. The categories, also seen as phases, were labeled preparing caring, immersion, making sense, changing gears, and reflecting. The sub-processes found throughout the categories were based on the common threads of focus, feelings, and conflicts (Table 2) . As the situation deemed more critical, the nurse's focus intensified. Nurses responded almost instinctively. The third phase was making sense. Nurses described a trigger factor causing them to step back and reassess the situation. They questioned their skills, equipment, and knowledge.
They were making sense of the situation to plan what to do next. The fourth phase was changing gears. Nurses inferred aggressive efforts were exhausted although curative efforts may or may not have been formally discontinued. Nurses' prioritized care directed toward a good death and highlighted psychosocial skills. Reflecting, the fifth and final phase, routinely did not take place until after the nurse left the workplace. Nurses' experiences evoked reflection, critique, and evaluation. They were able to vividly recall specific details from experiences ten or more years earlier.
Caring was the driving medium through the transitioning phases as nurses responded to what was needed next. The sub-process conflict was found to be a moderating factor.
Transitioning was influenced by the degree of conflict experienced during a particular phase. The integrated model, caring driven illustrates the nurse's transitioning from the curative care role to the end-of-life care role ( Figure 1 ). 
Secondary Analysis

Content Analysis
A secondary analysis was conducted using deductive content analysis (Polit & Beck, 2012) and incorporated rural nursing theory. Data were reviewed for content that exemplified the theoretical statements and concepts of rural nursing theory within each category of caring driven: preparing caring, immersion, making sense, changing gears, and reflecting ( Maybe 90% of the time it's people that we know.
Immersion
When he went into cardiac arrest, it was a son and the brother-inlaw who were doing CPR on him in the back of the pickup truck 20 miles out.
I would say after about 20 minutes of giving him meds, having him asystole, on the monitor, we intubated him. . . by that time the doctor was in.
The family was helping (in the ER) because they were hunting with him and they ended up bringing him in.
Making Sense Time is brain, time is heart, time is everything.
The biggest resource we have is the staff that stays here, that gains the knowledge, every nurse here because sometimes you're alone.
With that gentleman, it was like I couldn't do anything right.. What else could you do?"
Changing Gears
It's almost like I flip a switch in myself. CPR, IVs, breathing for the patient, all that other stuff . . . You don't need that anymore.
Somebody had to see what the family's needs were at that time.
I had a real emotional tie to that as a friend and people that I work with so I wanted do more and more and a lot more.
Reflecting
He wanted help and we didn't get their soon enough.
I always feel that we're limited at what we can do because we are a small size but, what we can do, we do very well.
It was really hard seeing my neighbor die.
The health and well-being of a community depended on the skills and knowledge of its dwellers. Eric was committed to help maintain health in his community. After the death of a young boy, he questioned continuing in the field healthcare. Then he thought, Nursing and Health Care, 16(2) http://dx.doi.org/10.14574/ojrnhc.v16i2.396 waste that. And even though it's not a comfortable situation all the time, and sometimes it's very uncomfortable the situations we're put in, I can do it, so I need to do it.
Online Journal of Rural
The perception of isolation and the concept of distance influence health and a way of life in the rural community. Edgar was a nurse in the ER, as well as a member of the EMS, and noted the ambulance covered over a twenty mile radius. Although rural nurses recognized the barrier of distance, they did not see themselves as totally isolated. Technological resources such as telestroke and tele-medicine gave nurses the tools and information needed to care for patients and stabilize for transport. When Melissa was asked if she felt isolated, she answered, "No," and expanded further about her perception and effect of distance and time.
I know that a helicopter is eight minutes away. . . There is some frustration. . . We may need an ambulance and it's going to be a two hour ETA. Ok, we are going to find the next thing. It may be the helicopter. It may be calling a local volunteer ambulance.
Medical staff may not be on site when patients first arrive. Nurses were self-reliant and required advanced training to prepare and take charge of situations until medical staff was available. The nature of the ER was described as not knowing what was coming in next. Many times nurses were alerted by scanner and Emergency Medical Services (EMS) correspondence.
Other times patients walked in unannounced. Rural hospitals were minimally staffed in the ER with nurses within the hospital who are cross-trained to assist in the ER when needed. One remote rural hospital did not staff the ER around the clock, but opened the ER when needed. RN staff within the facility were trained and prepared to address emergency situations. Eric described the operations of his particular ER. Nursing and Health Care, 16(2) http://dx.doi.org/10.14574/ojrnhc.v16i2.396
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We cross-train to work together all the time; so there is nobody in the ER. The lights are off all day long…If someone comes in and they want to be seen in the ER, there is a little cord and they pull it. We get this buzzer at the nurse's station and we have to go down and reset the cord.
Melissa worked in various settings and compared working at a larger hospital that having more staff and resources narrowed your responsibilities, autonomy, and accountability. She
explained:
You have all your resources ready there. As a nurse, it is nice to say, "I need something," and respiratory is there… I had the intensivist there (larger hospital)…but I really didn't have to think a whole lot. I mean, I did but, there was always somebody higher. . . I felt kind of distant from that care. I wasn't able to be more of a one on one team. I did feel like part of a team but, it was a very large team. Here we have the resources as well. People were a phone call away. I am now responsible, which could be a good or bad thing but, I You have people who are about forty five minutes just from us let alone and now adding another hour on to that for them to go to ____. You have a lot of elderly people here …"I have come to this hospital for years, if you guys can't fix me then don't worry about it."
Bill spoke of a close relation and her reluctance to travel to a larger hospital with a higher level of care to manage her cancer. "She didn't want to go anywhere else. . . She said she loved __ hospital. . . but, she liked this little hospital and knowing all the nurses." Melissa reiterated, Our hospitalist will come down and talk with them and make them aware of what is available. A good portion of the time, they are able to convince them to go. But some of the elderly, no. They are like, "I have had a good life. I'm ok with this and just let me either go home or could I go upstairs?" … Some people are very adamant. They don't want to go to a bigger place. . . They just don't feel like they get that same care.
Judy relayed her feelings about treatment at a larger hospital while caring for a close relation, "You are a number. You are a patient just like everyone else. . . In the cancer center you were just a number. Up here in the rural area you are family."
The data captured nurses' familiarity and lack of anonymity among the rural community among. Gabrielle clearly illustrated, "a lot of the time, maybe 90% of the time, it's people that we know, like community members, friends, and family members of people we work with." Melissa depicted, and family's end-of-life needs before aggressive efforts were formally discontinued. Nurses who were less experienced delayed transitioning to the end-of-life care role.
Critical situations in the ER can change abruptly; therefore, the nurse's focus must also change to effectively plan the care for patients where death is imminent. Formal education including the elements of end-of-life care in curriculum is essential to effectively and efficiently transition from the curative care role to the end-of-life care role. End-of-life care essentials are a necessity with orientation to any healthcare facility. Encouraging staff to attend conferences and seminars on end-of-life care is vital for current information and imperative with professional development. In addition, annual face-to-face in-services should be mandated to ensure staff is current with end-of-life care issues.
Rural nurses face barriers and obstacles with education. Continuing education will help strengthen assessment and end-of-life skills to better identify patient and family needs during critical situations and prepare for end-of-life care. Penz and colleagues (2007) recognized the barriers to continuing education activities among rural nurses include distance, time, and financial constraints. Scheduling time to travel to conferences can be difficult with limited staffing (Penz et al., 2007) . Technological advances allow for teleconferences and streamlining workshops. Such opportunities are encouraged to bring the current education to remote areas.
Staff Resources. Nurses held staff resources in high regard. Nurses typically recalled what staff was available during a specific event and its impact on their experience. Staff resources affected all phases of transitioning in various capacities with educational, professional, and personal support. Norton and colleagues (2011) advocate for ER nurse-to-patient ratios 1:1 or 1:2
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This study revealed the importance of staff resources for nurses to allocate adequate time and various tasks to best address patient and family needs. In addition, personal support for both seasoned and novice nurses were found important for coping. Achieving adequate staffing has been a challenge in most acute care settings (American Nurses Association, nd). Smaller and more remote hospitals face a greater challenge with staffing where support staff were commonly on-call and may not be readily available. Strategies to address staff resources remain an area to explore.
Mentoring. Nurses in this study recalled how they, as newer nurses, felt overwhelmed and unprepared when caring for a patient where curative efforts were exhausted. Nurses empathized with newer nurses having difficulty with traumatic events. Arbour and Wiegand (2014) acknowledged the various roles nurses assume when curative efforts are discontinued. The authors stressed the importance of mentoring to educate and prepare newer nurses to employ such complex roles.
Mentoring newer nurses involves a supportive relationship focused on knowledge, professional practice, and career development (Mills, Francis, & Bonner, 2007) .Mentoring influences several areas including clinical decision-making skills (Seright, 2011) , feelings of professional isolation, and psychosocial support (Medves, Edge, Bisonette, & Stansfield, 2015) .
Such factors impact performance and retention of staff resources. Supporting newer nurses with mentoring will subsequently create new mentors for future nurses.
Limitations
researcher must consider the data reported as truth; however, it is realistic to acknowledge human error or gaps in memory. Other limitations included the homogenous sample of Caucasian participants and only two settings within one state.
Implications for Nursing
The nurse is an enduring presence at the bedside and vigilant to patients' needs. Nurses moved through the phases of caring driven in a forward manner impelled by what was needed next. Conflicts foster a more difficult or problematic transitioning process. Establishing and strengthening support mechanisms will countervail the influence of conflicts on nurses transitioning roles in the ER. Rural nurses in this study identified knowledge and resources as barriers with end-of-life care in the ER setting. Meleis (2010) referred to such barriers as insufficiencies. Supplementations with education, staff resources, and mentoring may help nurses transitioning their role from curative to end-of-life care.
Future Research
Future research is needed to further explore the effect of education, staff resources, and mentoring on rural nurses transitioning from the curative care role to end-of-life care. General policies and recommendation may not suit the structure of rural health care systems. Research involving rural populations will produce valuable data to assist and support nurses caring for dying patients and their families in rural communities.
Conclusion
Emergency room nurses are exposed to a fast pace setting where patients often present in a life threatening crisis. Education, resources, and support are essential components for nurses Online Journal of Rural Nursing and Health Care, 16(2) http://dx.doi.org/10.14574/ojrnhc.v16i2.396 83 caring for patients and families facing death (Bailey et al., 2011) . Education, staff resources, and mentoring may help nurses transition smoothly and effectively to the end-of-life care role.
